We describe a twenty-six year old patient who presented us with a dorsally retracted`hidden' penis, which was entrapped in scar tissue and prevesical fat, 20 y after a pelvic fracture with symphysiolysis. Penile`lengthening' was performed by V±Y plasty, removal of fatty tissue, dissection of the entrapped corpora cavernosa followed by ventral ®xation.
Introduction
A twenty-six year old man was referred to our hospital because of a very short penis, both functionally and cosmetically. In his view he would not be able to have sexual intercourse, which was the main reason for avoiding sexual relationships. The other reason for avoiding sexual contact was persistent urinary stress incontinence for which he used bandages. At masturbation he rubbed his penis over his scrotum, after which he had usually some erection (`3 cm), orgasm and ejaculation were uneventful.
His problems were related to a severe symphysiolysis, bilaterally fractured rami of the pubic bone and a complete posterior urethral rupture as the consequence of a traf®c accident at the age of 5 y. The pelvic fracture and the symphysiolysis had been treated conservatively. To restore the urethral rupture anchoring sutures had been placed at the level of urogenital diaphragm. Because of the strictured membranous urethra a transpubic urethroplasty was performed eight months later. The ®nal result was a satisfactory urethral continuity, although mild urinary stress incontinence persisted. Two years before the recent referral he had surgical treatment for a`left-sided' inguinal hernia and an inguinal testicle, there were no complaints of gait or pain when walking.
At the physical examination we observed the man with a midline lower abdominal scar and a scar in his left groin, normal pubic hair and a 3 cm penile length at stretching simulating an erection. A diastasis of the pubic symphysis and normally sized corpora and glans could be palpated, although they were more or less buried in the diastasis and scrotum. The urethral meatus could be visualised centrally on the glans. The scrotum was developed normally, there was a normal testicle on the right side, the left testicle was still located inguinally. A plain ®lm of the abdomen demonstrated a symphyseal diastasis measuring 3 cm, dysmorphic pubic rami and also an asymmetrical build-up pelvis ( Figure 1 ). By Magnetic Resonance Imaging (MRI) ( Figure 2 ) the abnormally located corpora were clearly visible, the length being AE 13 cm. The penile shaft was located under a surplus of fatty tissue between both medial ends of the symphysis. The dorsal side of the penis was covered by a big herniation' of prevesical fat. Blood tests for endocrinology were within the normal ranges and evaluation of the lower urinary tract by ultrasound, cystoscopy and urodynamics showed sphincter insuf®ciency.
After ample discussion we decided to perform a penile lengthening procedure, possibly later to be followed by implantation of a urinary sphincter prosthesis around the bulbus.
The operation was performed under general anesthesia. An inverted V incision was made to create a V±Y advancement skin¯ap. The excessive fatty tissue was removed, almost onto the bladder and prostate. The total weight of the removed tissue was 86 g. The surrounding scar tissue was dissected from the corpora cavernosa, next the penis was pulled gently forward and, to prevent retraction, the tunica dartos was ®xed to Buck's fascia at the base as well as along the lateral shaft. To enhance the cosmetic result we corrected some ventral webbing at the penoscrotal junction by transverse incision and vertical closure. An arti®cial induced erection showed a reasonable result. In addition we loosened the left testicle and ®xated it in the scrotum, and also for cosmetics we performed a limited circumcision. Finally, the subcutaneous fat under the inverted V-shaped skin¯ap was removed and the wound closed ®xing the skin deep down dorsally. A transurethral catheter was put in for three days, afterwards a compressive dressing was applied.
After recovery, wound healing was uneventful and there was a good cosmetical result (Figure 3) .
Discussion
The male self-esteem strongly depends on body image and in this respect the appearance of normal external genitalia has an important psychological impact. A penis of inadequate length as in our case may affect general body image and concern about intercourse inability may lead to psychological problems.
Because of his religious background and the fear of surgery, it took many years before our patient consulted us.
A review of literature (Medline) over the past 30 y did not show any reference regarding a hidden penis after symphysiolysis after pelvic fracture with a total urethral rupture.
In general there are a lot of studies about a`short' penis and different types of surgical correction.
1±4
The literature on this subject is rather confusing because various authors use similar terms but with different meanings. In our case it was the combination of severe diastasis of the pubic symphysis and the previously performed multiple operations, which has lead to retraction of the penis into the pelvis, creating the illusion of a short penis despite normal sized corpora cavernosa.
We did not try to reconstruct the pelvic skeleton anatomy because the patient did not have any complaint of the bony deformity during walking or during the performance of sporting activities. Besides, a bony bridge between the edges of the symphysis was considered to be of no value in the support of the basis of the phallus. We managed by Figure 1 Anteroposterior roentgenogram of the pelvis shows pubic symphysis diastasis with dysmorphic pubic rami and asymmetrical build-up of the sacro-iliacal joints. Erectile dysfunction due to a`hidden' penis LAJ Simonis et al ®xing the tunica dartos to Buck's fascia at the base of the phallus as well as along the shaft to create a reasonable functional and cosmetic result.
